Atypical mycobacterioses are caused by heterogeneous species of mycobacteria that can be classified through various criteria, such as slow-growing nontuberculous mycobacteria and fast-growing mycobacteria, pigment production, colony morphology, and other biochemical tests.[@bib0055], [@bib0060] In addition to nontuberculous mycobacteria (NTM), the obligate pathogens of the *Mycobacterium tuberculosis* complex and *Mycobacterium leprae* also belong to the genus *Mycobacterium*, causing tuberculosis and leprosy, respectively.[@bib0055], [@bib0060] With the application of molecular biology techniques, among them high-performance liquid chromatography (HPLC) of mycolic acids, polymerase chain reaction (PCR), restriction enzyme, and genetic sequencing, new species of NTM have been described, broadening the understanding of its ecology, microbiology, and significance in medical practice.[@bib0065] In the clinical setting, species recognition is relevant due to intrinsic resistance of NTM to current anti-tuberculosis regimens.[@bib0060]

NTMs are generally free-living saprophytes and have been isolated in water, soil, aerosols, and on objects, including medical utensils and equipment.[@bib0070], [@bib0075] NMT infections have already been reported as complications in the following procedures: cardiac and ophthalmologic surgery, liposculpture/liposuction, mammoplasty, tattooing, application of botulinum toxin and fractionated CO~2~ laser, skin filling, mesotherapy, skin biopsy, Mohs surgery, pedicure, acupuncture, piercing implant, and variceal sclerotherapy.[@bib0070], [@bib0075], [@bib0080]

In this context, fast-growing species are often isolated, such as the *M. fortuitum*, *M. abscessus*, and *M. chelonae*.[@bib0070], [@bib0075] Unlike the fast-growing NTMs, *M. lentiflavum* is a slow-growing bacteria, which has been associated with superficial lymphadenitis in children and pulmonary infections, mainly in immunosuppressed patients.[@bib0085], [@bib0090], [@bib0095] However, cutaneous mycobacteriosis due to *M. lentiflavum* is rare and was first reported in an HIV-infected patient with a CD4+ T lymphocyte count of 46/mm^3^, by Montejo et al. in 2006.[@bib0100]

The present report details the case of a healthy 28-year-old woman who underwent subcutaneous applications of a substance composed of 5% sunflower oil, 6% deoxycholate, 5% sinetrol, and caffeine 50 mg in the abdomen and flanks by a non-medical professional, with weekly intervals between sessions. After the fourth application, she presented pain, erythema, and heat at the infiltration site ([Fig. 1](#fig0005){ref-type="fig"}A and B). There was further worsening of pain and edema, associated with drainage of a purulent secretion ([Fig. 2](#fig0010){ref-type="fig"}A and B).Figure 1(A and B) Erythematous and infiltrated nodules in the abdomen.Figure 2(A and B) Erythematous and infiltrated nodules and plaques, some with ulceration and suppuration.

The direct microscopic examination and culture for fungi and bacteria of the lesion secretion in the abdomen, besides the serologies for viral hepatitis and HIV, were negative. The acid-fast bacilli smear (AFB) was positive in two different samples. The PCR test for *M. tuberculosis* was negative and the chest X-ray showed no abnormalities. Then, empiric treatment for atypical mycobacteriosis was decided upon, using clarithromycin 500 mg twice daily associated with levofloxacin 500 mg once daily, as well as debridement of the lesions. The histopathological study revealed chronic granulomatous and suppurative inflammation, with organized abscesses, absence of vasculitis, and negative findings for specific microorganisms ([Fig. 3](#fig0015){ref-type="fig"}A and B). The restriction fragmentation length polymorphism (RFLP) analysis of DNA generated by PCR was compatible with *Mycobacterium lentiflavum*. After two months of treatment, there was partial improvement of the condition ([Fig. 4](#fig0020){ref-type="fig"}A), and at the end of an eight-month course of treatment, complete remission with atrophic scars was observed ([Fig. 4](#fig0020){ref-type="fig"}B).Figure 3(A) Superficial and deep lymphohistiocytic and granulomatous infiltrate, with suppuration and organized abscesses (Hematoxylin & eosin, x200). (B) In detail, acid-fast bacilli are noted in the purulent secretion (Hematoxylin & eosin, x400).Figure 4(A) Decreased inflammatory process after 2 months of antibiotic therapy. (B) Disseminated atrophic scars at the end of an 8-month course of treatment.
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